Original Article
In our study we evaluated the cytological features of thyroid lesions and reported according to BSRTC. Later, after resection, we correlated the cytological report with histopathological report and evaluated the ROM and the risk of neoplasm (RON).
We divided category III into six subgroups based on cytological findings and assessed the ROM and RON in each subgroup.
MaterIals and Methods
A prospective study was conducted from January 2017 to June 2018 in collaboration with the Departments of Otolaryngology and Endocrinology at our institute. Patients clinicoradiologically diagnosed with thyroid lesions were enrolled in the study. Detailed history was obtained and informed consent was taken. A total of 282 patients were enrolled in the study.
FNS was performed under ultrasound guidance. The procedure was done with the patient in supine position and a pillow under the upper back. 25G needles were used and aspiration was avoided unless the lesion was cystic. In case of multiple nodules, more than one aspiration was done from prominent or ultrasonographically suspicious (heterogeneous echo texture/high vascularity on Doppler) nodules. In cystic nodules, the cyst contents were aspirated, centrifuged and smears were made from the sediment for microscopic examination. Smears were prepared on four glass slides for each case. Two slides were air dried and stained with May-Grunwald-Giemsa (MGG) stain. Two slides were fixed in 95% ethyl alcohol and stained with Papanicolaou (Pap) stain.
The slides were examined and reported according to BSRTC. Category III of AUS/FLUS was further subdivided into six subgroups: 1 -cases with nuclear atypia, designated NA; 2 -cases with nuclear atypia and microfollicles, designated NA, MF; 3 -cases with nuclear atypia and lymphocytes, designated NA, L; 4 -cases with nuclear atypia and cyst macrophages, designated NA, CM; 5 -cases with microfollicles, designated MF; and 6 -cases with Hürthle cells, designated HC.
The patients were followed up, and after resection of their lesions histopathological examination was done. The cytological diagnosis was correlated with the histopathological diagnosis to estimate the ROM and RON of the total resected cases, the ROM and RON specific to each category of BSRTC (resected cases only), and in each subgroup of AUS/FLUS (resected cases only).
results
Of a total of 282 cases, there were 9 cases (3.1%) of ND/US, 157 cases (55.8%) of B, 24 cases (8.5%) of AUS/FLUS, 20 cases ( AUS/FLUS accounted for 8.5% (24 cases of 282) of the FNA diagnoses, and 19 out of 24 cases of AUS underwent partial or total thyroidectomies. Among these, 36.8% (7 cases of 19) were nonneoplastic lesions (adenomatoid goiter); 36.8% (7 cases of 19) were benign neoplasms, including Hürthle cell adenomas (2 of 7) and follicular adenomas (5 of 7); and 26.3% (5 cases of 19) were malignant neoplasms including follicular carcinoma (1 case), noninvasive follicular tumor with papillary-like nuclear features (NIFT-P) (1 case), and papillary thyroid carcinoma (PTC) (3 cases).
In the category of AUS/FLUS, most of the cases belonged to the subgroup MF (7 cases) followed by NA (5 cases); NA, MF (4 cases); NA, L (3 cases); HC (3 cases); and NA, CM (2 cases). The RON for each subgroup was NA 0%; NA, MF 75%; NA, L 50%; NA, CM 100%; MF 66.6%; and HC 100%. The ROM for each group was NA 0%; NA, MF 25%; NA, L 50%; NA, CM 100%; MF 16.6%; and HC 0% [ 
dIscussIon
In thyroid cytopathology, the classification of "indeterminate lesions" was a source of confusion. Different subcategories of such lesions had different clinical outcomes. "Indeterminate lesions" were therefore classified into three categories in the BSRTC, namely AUS/FLUS, FN/SFN, and SM. The category of AUS/FLUS consists of thyroid lesions in which the cytological and/or architectural atypia present is of insufficient degree to qualify for suspicious categories. On the contrary, the atypia is more marked than the benign lesions.
The inherent heterogeneity of the category, interobserver variability, and probable overuse of the category seem to be the reasons for varying malignancy rates in the AUS/FLUS category in the different studies included in the meta-analysis by Kholovaa et al. [7] In our study the ROM for resected AUS/FLUS nodules was 26.3%, while the standard proportion of patients with AUS/FLUS who prove to have cancer after surgery is 20-25%.
We divided the category of AUS/FLUS into six subgroups based on the initial cytological features. The first group consisted of cases with nuclear atypia that included nuclear enlargement, nuclear crowding, and intranuclear pseudoinclusions. This group had five cases out of which two were lost to follow-up. The other three cases underwent second FNS. Among these, two cases showed nuclear atypia again and the third showed nuclear atypia with microfollicle. All the three underwent thyroidectomy and each of the excised lesion was diagnosed as adenomatoid goiter histopathologically. The ROM and RON was 0 in this group. Therefore, in these three cases the presence of nuclear atypia pointed toward nonneoplastic lesion.
Cases with nuclear atypia and microfollicle were included in the second group. This group had four cases, all of which underwent surgery after first FNS. Out of these cases one was diagnosed as adenomatoid goiter, two were diagnosed as follicular adenoma and one was diagnosed as NIFT-P on consecutive formalin-fixed paraffin embedded examination. Thus, we can see that nuclear atypia with microfollicle can be present in both nonneoplastic and neoplastic lesions, including benign and malignant neoplasms.
The third group comprised cases with nuclear atypia and lymphocytes. One case was lost to follow-up while the other two underwent repeat FNS. Between these two cases one showed nuclear atypia only and the other showed nuclear atypia with microfollicles. Both the cases underwent thyroidectomy and were reported as adenomatoid goiter and papillary thyroid carcinoma, respectively.
The fourth group incorporated cases with nuclear atypia and cyst macrophages. There were two cases all of which underwent surgery after first FNS. Both were reported as papillary thyroid carcinoma in further examination. The ROM and RON were maximum in this group. Each had value of 100%. Thereby, the presence of nuclear atypia with cyst macrophage indicated toward malignant neoplasm.
Cases with microfollicles were included in the fifth group. They did not have nuclear atypia or lymphocytes or cyst macrophages. There were seven cases. One case was lost to follow-up. Two cases underwent thyroidectomy after first FNS, out of which one was reported as follicular adenoma and the other as follicular carcinoma histopathologically. Repeat FNS was performed on four cases. Out of these four cases, three cases showed microfollicles of which two were reported as adenomatoid goiter and one was reported as follicular adenoma histopathologically. The fourth case showed nuclear atypia with microfollicles and histopathologically it was diagnosed as follicular adenoma. Thus, we can see that mitotic figures can be present in both nonneoplastic and neoplastic lesions, including benign and malignant neoplasms.
Cases with Hürthle cells formed the sixth subgroup. One case was lost to follow-up after FNS, one case underwent surgery after first FNS and was histopathologically reported as Hürthle cell adenoma. The third case underwent repeat FNS, which showed Hürthle cells with microfollicles, and then underwent surgical excision when it was also histopathologically confirmed to be a Hürthle cell adenoma.
Kholovaa et al. pooled six studies and stratified AUS/FLUS lesions. AUS/FLUS with features suggestive of papillary carcinoma showed a higher ROM (28.9%) followed by architectural atypia (ROM 13.5%), oncocytic AUS/FLUS (8.5%), and technically compromised samples (7.9%).
It has been proposed that AUS/FLUS diagnosed nodules can be tested for BRAF, RET-PTC, PPARγ-PAX8, and RAS mutations. [14, 15] The ROM in mutation-positive cases is 88%, and in mutation-negative cases it is 5.9%. Mutation positive cases are therefore recommended for total thyroidectomy, while mutation negative cases may undergo lobectomy or observation, as clinically indicated.
The BSRTC category of AUS/FLUS requires further standardization and subgrouping in order to eliminate the diagnostic and prognostic variability associated with it. We have proposed one such system of subgrouping which may help f a e dispel the confusion generated by an AUS/FLUS report, and provide both pathologists and surgeons with a more exact and reproducible diagnostic and prognostic tool. Further studies involving larger patient populations and correlating molecular and genetic parameters with cytology would help validate this subgrouping and its clinicopathological implications.
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